First noticed in Uganda in 1863 by a European explorer, sexually transmitted diseases (STDs) were cited as a major cause of morbidity and mortality throughout this century.
Introduction
Uganda became a British Protectorate in 1894 and within a decade sexually transmitted diseases were being cited as a major cause of infertility, morbidity, and mortality.' Their deleterious effects on population size were perceived as a major threat to colonial notions of development. The record abounds with references to the "ravages" of these diseases which would "exterminate" whole populations. Present projections of HIV prevalence and AIDS mortality remind us of the decades-long fear of a dying population in Uganda while present medical discourse, like its antecedent, often minimises the broader context of disease.
Have sexually transmitted diseases been intractable for generations of Ugandans, and if so, do they bear any relation to the present epidemic of HIV/AIDS in that country? Yoweri Museveni, the president of Uganda, recently described AIDS as a "developmentally linked" disease which resonates with the history of sexual diseases in this country. He said that while "AIDS is the pre-eminent public health threat of our time, socio-economic factors, crucial in the transmission of AIDS and other sexually transmitted diseases, have deep historical roots.
In Africa, sexually transmitted diseases such as gonorrhoea and syphilis were a big health hazard before the advent of modern Western medicine".2
Sexually transmitted diseases in Uganda
Venereal disease was first noted in 1863 by were widespread and included syphilis, gonorrhoea and soft chancre. Gonorrhoea was said to "exist to a fearful extent" and was thought to be the cause of very high miscarriage and infant mortality rates. 8 In some areas, such as Ankole District, in the southwest, it was estimated that 90% of the population was infected with syphilis and infant mortality was said to be as high as 50% to 60%. Lambkin warned that unless steps were taken the "population stands a good chance of being entirely exterminated in a very few years, or left a degenerate race fitfor nothing".9
Dr A C Rendle reported that during 1907 at the Kampala Government Dispensary, there had been 11,787 new cases of which 2,112, or 17.9%, were suffering from some form of venereal disease and she believed that many ulcer and skin conditions due to syphilis escaped statistics.10 Notes kept by Cook for Buganda between 1914 and 1920 indicated 67,988 births, 93,035 deaths and 7,111 still births which "startled men" into realising that the Baganda were in danger of becoming extinct through disease and ignorance." According to Lamont, African chiefs were encouraged and rewarded with small payments, for reporting any of their subjects whom they reasonably suspected of having venereal disease. She described how "The women are driven up like catde in groups offifty or so, and the chiefs get 6d a head for each one they send in for examination. `26 In his rebuttal, Keane argued that "Compulsory examination owes its origin entirely to native wish and native conception as to how VD measures should be conducted... In considering coercion it is essential to divest one's mind of European conditions. Coercion is recognised as the customary method of introducing new ideas and advancing progress in this country. "
According to him, Ugandans preferred compulsory examination to the notification system which placed "house-owners and landowners in a difficult position and laid them open to charges of espionage and liable to have houses burned". And, he insisted, it was astonishing that not one Ugandan had ever complained about the system. 27 Compulsory examination had become necessary, he reasoned, when early in the campaign it became clear that the majority of those who came for treatment were the elderly, in advanced stages of the disease suffering chronic, tertiary syphilitic ulceration of legs and arms and even these people tended not to follow through a whole course while the younger, freshly infected and, therefore, more infective victims did not come to the treatment centres. This fact, combined with the custom of "visiting" kin and friends in the villages even when covered with severe genital lesions, well-developed rashes, and contagious sores had led the authorities to press for legislation to compel people to come forward for treatment. By 1953 treatment of venereal diseases was provided by 227 government medical units and in most general outpatients departments. Additionally, missions operated 45 medical units. But in spite of the medical establishment, reports of alarming incidence rates continued. Astonishingly, there was not one venereal diseases expert in the country although it was recognised that " Venereal disease in the form of syphilis and gonorrhoea has constituted one of the most intractable problems which the Medical Department of Uganda had had to deal with during the last thirty years.3" Eight percent of all hospital admissions were for sexual diseases, mainly gonorrhoea, syphilis and granuloma inguinale and while prevalent throughout the country, the highest incidence was in the southern half.
It was believed that, "the transmission of venereal disease is facilitated by lack of any marked social sanction against promiscuity. . .
[making] the chances or reinfection within a short period following cure of an infection. generally high. 32 Officials were particularly alarmed to discover that "at Mulago Hospital, 15% of 2,763 patients were school children, and 70% were unmarried. Many had been 'cured' three or four times before"."
Europeans had always argued that the primary cause of widespread venereal diseases was the uncontrolled sexual activity of Ugandans which coupled with their lack of social sanctions was a recipe for disaster. Readers will recognise the argument which appears repeatedly throughout the history of sexual diseases. '4 In light of the widely-held European opinion that Africans were morally deficient and that this class of diseases was caused by weakness of character, it is not surprising that a large proportion of patients sought cures outside the colonial sector. Colonial records reiterated as a continuing problem the reluctance of patients to present at recognised treatment centres preferring instead to see private practitioners, many of whom were only half trained or quacks. "The result is that in many instances the causative germs of the diseases become resistant to the known drugs or antibiotics". ' '39 And in the same year there was yet another application for a survey of sexually transmitted diseases which, to date, had not yet been accomplished. " VD is a very big problem which I believe Uganda cannot afford to eradicate single handed". This was accompanied by a plea that "Something new, and perhaps drastic steps, must therefore be taken to stamp out the VD scourge" . 40 In the late 1960s and 1970s a series of studies of venereal disease among university students and the army provide further evidence of incidence rates. 0 P Arya and F J Bennett who studied the subject extensively had no doubt that "Venereal disease is one of the major health problems of college life". In 1966 23% of all male attendances at the health clinic were related to venereal disease while by 1968 about 25% of university students were infected.44 They called for a modern health education programme which would "fit the changing sexual mores of today rather than reliance on traditional and now unrealistic moral principles." 42 By the late 1960s gonorrhoea was believed to be the most prevalent venereal disease with disastrous impact on female fertility. Sterility was common among Bagandan women and estimates of rates ranged from 30% in 1948 to a 1963 estimate that 50% of all women were made sterile by gonorrhoea. 44 Dr 
